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	To reduce the risk of pressure damage to the skin and prevent the formation of pressure ulcers (PU).


	SKIN INSPECTION

1. Pressure ulcer risk assessment be completed at first visit, and reassessed every ................week/s or as condition changes.

2. Domiciliary visit, skin inspection / discussion should be completed on first clinical visit / patient contact. Exclusion criteria would be “one off patient visits” or if the case holder does not think this would be appropriate in their clinical judgement, clearly documenting the reason why skin inspection was not performed.
3. If identified as at risk this information should be communicated to nursing team and care teams involved. 

4. Give, discuss and document conversation Preventing Pressure Ulcers _ Information for Patients and Carers
5. If skin shows any signs of pressure damage

· Grade sore according to Scottish adapted EPUAP grading tool and document in evaluation sheet

· If patient develops any new pressure damage complete a Datix and refer to the Duty of Candour flowchart.

· Record Datix ID in nursing evaluation

SURFACE

1. Together with a Pressure Ulcer Risk Assessment and clinical judgment, assess the suitability of mattress, seating and heel protection for patient, refer to Pressure Redistributing Equipment Selection Guide and CPR for feet (Check, Protect, Refer)
2. Document any pressure relieving equipment including make and model in the patient’s notes.

3. Reassess equipment requirements on each visit.

4. Ensure that patient choice and concordance is also monitored at each visit. 

5. Discuss and offer alternative equipment which may offer a solution to any non-concordance.
6. If equipment cannot be sourced discuss with Joint Equipment Store initially.  If no alternative available, please complete a Datix as this may lead to a delay in care and increased risk.

KEEP MOVING

1. If patient can move independently, encourage and enable them to do so.

2. Discuss position changes and moving and handling with patient and carers as appropriate, to minimise pressure, friction and shear and the potential for further tissue damage.

3. Ensure patient/carers/family are aware of the importance of pressure relief and position changes.

4. Demonstrate positioning to carers and family (e.g. 30-degree tilt, use of glide sheet etc.) where appropriate.

5. Consider discussion with Key handler and/or referral to Physiotherapy & Occupational Therapy for advice and support. 

6. Ensure pain is managed appropriately.

7. Consider the use of tilting/turning systems and mattresses for patients with poor concordance, cognitive impairment and for end of life care. 

INCONTINENCE AND MOISTURE
1. Assess in accordance with NHSG Continence assessment documentation

2. Ensure appropriate products are supplied

3. Barrier products to be used as appropriate within the NHSG Joint Wound formulary recommendations.

4. If Incontinence/Moisture Related Dermatitis follow Incontinence skin care pathway, (do not apply Hydrogel).

5. For patients with intractable incontinence refer to incontinence care plans.

6. Refer to bladder and bowel specialist service if required. 

NUTRITION

1. Complete MUST score and follow individual MUST care plans

2. Give patient/carers information re fortified diet etc

3. Check bloods if nutritional depletion is suspected (U&Es LFTs FBC and Glucose).

4. Refer to dietitian for nutritional support, if required.
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